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ABSTRACT 
 
Navigating a therapeutic process with any patient can be difficult. There is a chance 
that the process will go smoothly with very few problematic and uncomfortable encounters. 
However, there are times when the process is affected by a therapeutic rupture, where both 
patient and therapist have contributed to a breakdown in communication between the two. 
Inevitably, either party would need to take responsibility for the rupture, so that hurts can 
be worked through, and the relationship can be repaired. I explore the process of rupture 
and repair in a therapeutic process, through the presentation of a therapeutic case, where I 
unwittingly induced a rupture. Further, I explore how therapeutic awareness, expressive 
engagement with a patient, and wearing the necessary attribution, can repair the therapeutic 
relationship when a rupture has occurred. 
 
Keywords: therapeutic alliance, therapeutic relationship, rupture, repair, psychotherapy, 
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INTRODUCTION 
 
Psychotherapy is often sought to bring about improvements to the functioning and 
satisfaction of a patient’s life, which is how the value of psychotherapy is measured (Norcross, 
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2000). Theorists have demonstrated how psychotherapy can be effective in alleviating 
psychological symptoms and achieving character change (Fosshage, 2011; Lipsey & Wilson, 
1993; Seligman, 2003; Wampold, 2000). Psychotherapy consists of two people who contribute 
to the therapeutic relationship, a psychotherapist and a patient. The patient seeks assistance 
from the therapist in the form of symptom relief and insights that lead to the patient living a 
more fulfilling life (Wampold, 2000). This interaction between the patient and therapist is the 
therapeutic relationship – a reciprocal interaction where each party can have an impact on the 
other. 
For a therapist to be effective in their role as an agent of change, he/she should be physically 
and psychologically healthy. To try and obtain (or maintain) psychological and physical health, 
the therapist may engage in the following activities: self-care, reflection on interactional 
patterns, supervision, peer consultations with other professionals and personal therapy 
(Fosshage, 2011, Jennings & Skovholt, 1999; Mahoney, 1997; Norcross, 2000; Seligman, 
2003). A healthy level of physical and psychological functioning is proposed to enable less 
entanglement within the patient’s story and also allow for change to occur (Fosshage, 2011; 
Norcross, 2000). 
Theorists (Fosshage, 2011; Lipsey & Wilson, 1993; Seligman, 2003; Wampold, 2000) 
have explored the role of therapy in personal transformation; however, there is an emerging 
focus on the therapeutic relationship and the vicissitudes of the therapeutic process. More 
specifically, what happens during the overt and covert exchange of the unsaid between the 
patient and therapist and, by implication, on the treatment process itself (Macran, Stiles, & 
Smith, 1999). Being aware of the unconscious latent messages between patient and therapist 
takes skill – a skill honed through experience – to understand what is being communicated 
through the therapeutic process (Orange, 2002). In addition to this, various practices such as 
supervision, personal therapy, peer supervision and/or peer discussions are available to assist 
therapists in being mindful of what is happening in the therapeutic process. 
Research has explored how personal therapy for the therapist has a significant impact on 
therapists’ perceptions of their own professional effectiveness (Skolveldt & Ronnestad, 1995). 
Benefits of personal therapy include increased empathy, heightened self-awareness, increased 
understanding and tolerance of patients, and awareness of countertransference and transference 
processes (Fosshage, 2011; MacDevitt, 1987; Macran et al., 1999; Norcross, Strausser-
Kirkland, & Missar, 1988; Wiseman & Shefler, 2001; Zachrisson, 2009). Countertransference 
refers to the therapist’s reactions or experiences toward patients. The ability to tolerate patients 
and the psychological material presented in therapy are considered certainties within the field 
of psychotherapy. There are; however, many therapists who may struggle when working with 
patients who present with particular mental illnesses, certain personality traits or specific life 
difficulties (Fosshage, 2011). The therapist might experience difficulties in working with a 
particular patient population, or a particular presenting problem either because of their own 
history, or not fully understanding the dynamics of the illness presented to them. Limited 
studies focus on therapists' difficulties and the influence these difficulties may have on the 
therapy process or therapeutic outcomes (Seligman, 2003).  
Seligman (2003) has argued that the developmental stage of the therapist’s career is an 
important factor for therapeutic outcomes because it affects how the therapist is able to handle 
perceived difficulties in relation to patients. This factor determines the potential for 
countertransference experiences to become overwhelming and difficult to contain and manage 
(Gelso & Hayes, 1998), which could lead to therapeutic ruptures. The less experience therapists 
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have, the more overwhelmed they can become by unprocessed feelings, or latent messages, 
between themselves and their patients. In contrast, wisdom, which seems to make it easier to 
decipher what is needed by the patient in the moment, comes from professional experience 
(Seligman, 2003). This wisdom is particularly valuable in the psychoanalytic therapeutic 
process because it allows the therapist to take a step back and engage with the therapeutic 
process rather than focussing on the overt and conscious presenting symptoms (Ogden, 1994). 
This self-awareness allows the therapist to cultivate a therapeutic process that is focussed on 
the patient’s internal needs instead of a potentially contaminated space where he/she becomes 
‘co-actor in the patient’s drama’ (Heimann, 1950) and, as a result, plays into transference-
countertransference dynamics. 
The focus of this chapter is on the therapeutic process between therapist and patient, who 
is a psychologist, and how the therapist’s personal life experiences can unwittingly affect the 
therapy process by igniting unconscious pain in the patient. The manner in which a therapist 
deals with the therapeutic rupture, induced by a countertransference enactment, is important 
because the repair of that rupture will determine how both the patient and therapist explore and 
process the therapeutic space. I explore how therapeutic awareness, expressive engagement 
with a patient, and wearing the necessary attribution can repair the therapeutic relationship 
when a rupture has occurred.  
 
 
THERAPEUTIC PROCESS AWARENESS 
 
Through my personal experience, as both a practicing and supervising psychotherapist, the 
most important reflection in which a therapist can engage is the reflection on the therapeutic 
process i.e., what is happening (either consciously or unconsciously) between the therapist and 
the patient. Being able to understand what is happening in the therapeutic process can often 
assist the therapist in making sense of the therapeutic content when it becomes challenging. I 
propose that therapeutic process awareness consists of: awareness of the transference-
countertransference dynamics; awareness of the state of the therapeutic alliance or relationship; 
and awareness of possible therapeutic failure. 
 
 
Transference-Countertransference Dynamics 
 
Since its inception, psychoanalytic psychotherapists have been encouraged to practice self-
reflection. In his early work, Freud (1912) spoke of how a therapist’s personal experiences 
could affect the therapy of a patient. Freud (1912) was concerned that the therapist could 
contaminate the patient’s therapy because of their own unprocessed unconscious material. His 
recommendation of personal therapy for the therapist is still insisted upon in contemporary 
practices (Freud, 1912) because it is a commonly accepted practice that the therapist uses 
themselves as an instrument in the therapeutic process (Gabbard, 2009; Orange, 2002; Racker, 
2007). If the therapist is the instrument, then the possibility of some faulty functioning arises 
and these could be seen as the blind spots of the therapist (Freud, 1912). These blind spots 
include the therapist’s personal conflicts that have not been worked through and, which are 
likely to interfere with the material presented by patients (Racker, 2007).  
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In classical theory, to be an effective therapist, the therapist needs to be aware of and 
(ideally) free from unconscious resistances to render full attention to the patient (Freud, 1912). 
Contemporary thinking, however, posits that being ‘free of unconscious resistances’ on the part 
of the therapist is almost impossible but there are means to create awareness of potential blind 
spots for the therapist; one such means is constant self-examination and therapeutic process 
awareness (Casement, 1986; Fosshage, 2011; Freud, 1912; Garfield & Bergin, 1971; Guy & 
Liaboe, 1986; Hoyt, 2001; Jennings & Skovholt, 1999; Mahoney, 1987; Orange, 2002; Racker, 
2007; Rogers, 1961/1989). Continuous self-examination, when being repeatedly exposed to 
patients’ unconscious material, can reveal emotions or thoughts stirred up in the therapist, also 
known as countertransference. The therapist needs to manage these experiences in order to be 
an effective instrument in therapy (Gelso & Hayes, 1998). 
Countertransference, as demarcated above, implies that therapeutic experiences or 
unconscious messages may go undetected by the therapist, leaving him/her feeling personally 
threatened. A lack of self-awareness of unresolved material that emerges can make it more 
difficult to discern whether or not the response to the patient is realistic or distorted 
(Rosenberger & Hayes, 2002). Not being able to decipher the unconscious processes can leave 
the therapist feeling helpless and filled with self-doubt, which may lead to an avoidance of 
engaging with the transference-countertransference dynamics. Several authors (Fosshage, 
2011; Gelso & Hayes, 1998; Glickauf-Hughes, 1998; Kahn, 1997; Lemma, 2003; Masterson, 
1988; Pipes & Davenport, 1999; Williams, 1997) have identified potential dangers of avoiding 
transference-countertransference dynamics because therapists could inadvertently avoid, or fail 
to see, the clinical relevance of certain ‘triggering’ material. The opposite is also true: the 
therapist may focus on information that may not be clinically relevant yet, due to personal 
interest, focus on this to gratify their own unmet needs (Kahn, 1997) through collusion or 
enactments.  
Countertransference reactions may result in a therapist colluding with the patient’s 
transferences and becoming the person the patient fears or needs, allowing the therapist to be a 
co-actor in the patient’s transference drama (Heimann, 1950; Reich, 1951). If therapists have 
their own unresolved hostility and dependency needs, they may find themselves repeatedly 
subjected to a patient’s anger and hostility, and therefore, colluding with the patient in the 
interest of having their own needs met (Gelso & Hayes, 1998; Glickauf-Hughes, 1998; Kahn, 
1997; Pipes & Davenport, 1999). This may result in the therapist releasing their own tension at 
the cost of the patient. Therapists who find themselves in the middle of negative 
countertransference are considered to potentially be at risk of collusion when communicating 
with their patients either directly or indirectly.  
Patients may therefore be subjected to a space where they are not able to see the ‘reality’ 
of what is going on (Fosshage, 2003, 2011), which reinforces their perceptions of being unheard 
and therapists being ‘just like’ a significant caregiver (Pipes & Davenport, 1999; Sandler, 
1976). In such instances, the therapist perpetuates the transference experience of the patient as 
opposed to providing a corrective emotional experience (Pipes & Davenport, 1999), potentially 
rendering the therapist and therapy ineffective (Fosshage, 2011). The previous discussion 
illustrates how therapists can get lost in the patient’s transference drama and, potentially, 
collude with the patient because the negative countertransference feelings are strong enough to 
shift the therapist out of their normal behaviour. When this happens, there is a possibility that 
the therapist would try to compensate for evoked feelings that perpetuates unconscious 
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dynamics for both patient and therapist, causing strain on the therapeutic alliance or 
relationship. 
 
 
Therapeutic Alliance 
 
The therapeutic alliance or relationship is very important in any therapeutic process. The 
stronger the alliance, the more the therapist can explore the patient’s internal world with less 
fear of rupture and termination in instances where the incorrect intervention is applied. Since 
the psychoanalytic process is focussed on the unconscious processes and meanings associated 
with behaviours presented (Lemma, 2003), the therapist is tasked with understanding what is 
being communicated and deciphering whether the presented material belongs to the 
unconscious of the therapist or the patient (Gabbard, 2009). Over the past few decades, the 
therapeutic alliance has received substantial attention and research has revealed processes that 
develops throughout the therapeutic engagement. The importance of the therapeutic alliance 
was initially recognised by Freud (1912) as a key component in bringing about therapeutic 
change, where it was conceptualised with transference-countertransference dynamics. 
Subsequently, Bordin (1979) suggested that the therapeutic alliance consists of three parts: (1) 
a positive, affective bond between patient and therapist where there is (2) an agreement of 
therapeutic goals, as well as (3) an agreement of therapeutic tasks. Later, Hougaard (1994) 
proposed a less complex, dyadic model of the personal alliance, which relates to the 
interpersonal relationship between the patient and therapist, and the task-related alliance, 
which might be understood as an amalgamation of Bordin’s latter two domains of alliance. 
Regardless of the domains of alliance, either of the above conceptualised processes could be 
subject to a therapeutic rupture, which, if dealt with (in)appropriately, may affect therapeutic 
change (Safran & Muran, 1996). 
Furthermore, research has revealed that there are patterns, or relationship dynamics, that 
play out in the therapeutic process that speaks to the strength of the therapeutic alliance. There 
are four emergent therapeutic alliance patterns (Stiles et al., 2004; Stevens et al., 2007): firstly, 
the stable alliance, which has little change in strength of the alliance throughout the therapy; 
secondly, the linear growth pattern characterised by an increasing strength in the alliance; 
thirdly, the U-shaped alliance that has a high-low-high pattern dynamic, characterised by a 
weak middle but strong beginning and end alliance; and lastly, the V-shaped pattern 
characterised by ruptures and repairs that strain the alliance during the middle of the process, 
yet enough of a connection exists for the alliance to be repaired (Campiao, 2012; Kivlighan & 
Shaughnessy, 2004; Stiles et al., 2004).  
It could be argued that during U- and V-shaped pattern alliances, transference-
countertransference dynamics may dominate the process, resulting in conflicts within the 
therapeutic relationship. The patient may think of the therapist as a figure from their past and, 
therefore, cloud the real relationship between patient and therapist. At the start of therapy, 
forging the therapeutic alliance is at the forefront of the therapist’s mind; however, it fades into 
the background and returns to the fore as needed and or when a threat to the alliance develops 
(Gelso & Carter, 1994; Stiles et al., 2004; Zachrisson, 2009). The threat to the alliance often 
forms during the V-shaped alliance pattern, where the therapeutic process is characterised by 
rupture and repairs while negotiating the bonds, goals and tasks of therapy (Cooper, 2008; Stiles 
et al., 2004). When threats to the alliance emerge, therapists are cautioned against a potential 
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therapeutic rupture (Benjamin, 1998; Safran & Muran, 2000; Haskayne, Larkin, & Hirschfeld, 
2014). These ruptures in therapy may be seen as therapeutic failure, induced by the therapist or 
the patient or a combination of patient and therapist dynamics. 
 
 
Therapeutic Failure 
 
Ruptures are “breaches in relatedness and negative fluctuations in the quality of the 
relationship between therapist and client” (Campiao, 2012, p. 16), and are an inevitable 
vicissitude of therapeutic work (Haskayne et al., 2014). Each rupture is experienced differently, 
depending on the therapist-patient dyad, therefore, the duration, frequency and intensity vary 
according to what a patient brings to the therapeutic relationship (Haskayne et al., 2014). In 
some instances, an overtly negative sentiment held by the patient toward the therapist may lead 
to the patient terminating therapy prematurely (Haskayne et al., 2014; Gaztambide, 2012). An 
argument may be made that the difficulties experienced in the therapy are purely due to what 
the patient brings – transference. Ruptures often result from faulty relating in the therapeutic 
relationship. This generally happens when the therapist struggles with the patient, which 
constitutes a bidirectional influence in the therapeutic relationship informed by both patient and 
therapist (Gaztambide, 2012; Gold & Stricker, 2011; Haskayne et al., 2014; Kivlighan & 
Shaughnessy, 2004; Safran & Muran, 2000; Stiles et al., 2004).  
 
 
Causes of Ruptures in the Therapeutic Process 
 
Literature has revealed that there are many different influences that can result in some form 
of rupture in the therapeutic relationship. Some of the ruptures are attributed to the therapist’s 
dynamics, the patient’s dynamics or a combination of both. Below are a few examples of what 
could potentially result in a rupture. These are not exhaustive but are the most commonly 
reported causes of ruptures. 
The therapist themselves could influence the development of therapeutic ruptures through 
the following processes: 
 
 
Rigid Adherence to Therapeutic Model 
 
Reportedly, when a therapist is excessively concerned with holding onto technical aspects 
of therapy, such as correct reflections, timeous interpretations etc., and does not attend to the 
relational aspects of the therapeutic relationship, there may be a rupture within the personal 
alliance domain or interpersonal relationship between patient and therapist (Richards, 2011). 
This is often reported in manualised approaches that do not focus on the lived experience of the 
patient nor the interpersonal nature of psychotherapy (Castonguay, Constantino, & Grosse 
Holtforth, 2006), despite researchers suggesting that the therapeutic relationship is helpful for 
a successful outcome (Hofmann & Asmundson, 2008).  
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Terms and Conditions Are Not Clear 
 
If there is no clear communication from the therapist to the patient about what therapy is; 
how it will progress; and what the limits and expectations are, the patient may not understand 
what it is they are signing up for, which may lead to a personal alliance rupture. If the therapist 
does not clearly state what the boundaries or the contract and treatment goals are from the start, 
the patient may not understand the reason for interventions, which may result in a goal-oriented 
rupture. If therapeutic interventions or goals are not discussed, and instead set unilaterally by 
the therapist, there is a removal of patient agency, which, even if an explicit rupture does not 
occur, interventions will not yield the intended result of insight and psychological change 
(Kuyken, Padesky & Dudley, 2009).  
 
 
Psychic Infection Prevention  
 
This alliance rupture could take place when the therapist has enacted their own defences in 
order to prevent being emotionally and psychically infected by the patient. The therapist 
distances themselves through ‘othering’ the patient by pathologising the patient and 
emotionally distancing themselves from the patient in order to prevent emotional contagion 
(Hatfield, Cacioppo & Rapson, 1993). By doing so, the therapist constructs the idea that the 
patient is too ill for them to work with because, perhaps, the therapist cannot face the suffering 
that they may bear witness to (Richards, 2010).  
 
 
I-It Relating 
 
A therapeutic failure on the part of the therapist could happen as a result of how the 
therapist relates to the patient – not as a person but rather as a ‘thing’ that is not as fully human 
as themselves (Richards, 2011). 
Just as the therapist could induce therapeutic ruptures, the following speaks to potential 
patient-induced ruptures. 
 
 
The Patient’s Motivation to Attend Therapy 
 
Taking the step to engage in a therapeutic process can be daunting and there are many 
reasons for a patient to be reserved in their interaction with a therapist. A patient could find it 
difficult to build rapport; establish trust; or be uncertain of the therapeutic process (Ackerman 
& Hilsenroth, 2003). If the patient has not come to therapy voluntarily, there may be reluctance 
to engage because of they may believe that there is no need for therapy (Meyerowitz, 2002). It 
has been argued that mandated therapy could adversely affect treatment outcomes (Lawrence, 
2003; Loewenberg & Krege, 2007).  
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Patient Expectations Are Unmet 
 
There may be an alliance rupture following a patient’s misunderstanding of the nature of 
psychotherapy. This could rupture a nascent relationship or preclude a relationship from 
developing. Some patients have the expectation that making therapeutic contact will inherently 
effect change, without appreciating the amount of work required outside the therapeutic hour 
to create shifts.  
 
 
The Client Does Not Feel Understood 
 
Should the patient not feel understood by the therapist, there may be a personal alliance 
rupture that results from a lack of empathy and interpersonal connection. This could happen as 
a result of the patient and therapist differing in cultural, ethnic or gender backgrounds and, in 
this way, feel misunderstood by the therapist (Davies & Neal, 1996).  
 
 
Attachment Style of the Patient (and Therapist) 
 
Should a patient present with an avoidant or ambivalent attachment style, where they are 
afraid of self-disclosure and avoidant of intimacy (Ainsworth, 1989; Bowlby, 1969) it is more 
than likely that a personal alliance rupture will occur (Eames & Roth, 2000). Attachment style 
could also influence the possibility of therapeutic ruptures when the therapist is absent, either 
for planned reasons or unforeseen circumstances (i.e., leave or illness). If there is a stable 
therapeutic alliance, this may be destabilised if the patient’s attachment style is of such a nature 
that they need the presence of the therapist as reassurance of the therapeutic relationship 
(Richards, 2011).  
 
 
Interpersonal Cycles Acted Out in the Therapeutic Context 
 
A rupture could also occur when the patient relates to the therapist as though the therapist 
and the therapy were akin to situations outside of the therapy space. These ruptures could be 
influenced by defence mechanisms at play as well as transference dynamics (Eames & Roth 
2000; Safran & Muran, 1996).  
It should be noted that the abovementioned ruptures do not necessarily occur in isolation 
but could play out as an interaction between patient and therapist induced ruptures and, 
therefore, a combination of factors are responsible for a therapeutic rupture. Both patient and 
therapist could have different frames of reference where there is a disjuncture in the implicit 
understanding between the patient and therapist as it relates to the process, aims and boundaries 
of therapy. This may result in the personal alliance developing well but the task-related alliance 
may have ruptured, which could lead to an inevitable rupture in the personal alliance, if not 
resolved. This kind of therapeutic rupture could also occur in either the U or V- shaped 
therapeutic alliance pattern. 
With the understanding of how delicate the therapeutic alliance can be and also how 
important the therapeutic relationship is, I would like to introduce Thuli. Thuli is a patient 
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whom I have been seeing for a few years and we have had our fair share of misunderstandings. 
The negotiation of our first therapeutic rupture, which resulted from a spectacular, and innocent 
therapeutic failure on my part, is one that I will never forget. The process of negotiating the 
rupture and repair of this relationship taught both Thuli and I about the importance of open and 
honest communication, as well as sitting with, and through, uncomfortable feelings in order to 
repair a situation that felt incomprehensively devastating.  
 
 
PRESENTING THULI 
 
For me, the reflection on Thuli is one that is bitter-sweet because she evoked strong 
reactions in me that were either related to my own personal issues or to her material. Thuli has 
a complicated history and presented for therapy because she is a psychologist and wanted to 
work through her ‘mommy issues’ because it is what ‘we [therapists] do.’ Thuli’s history is 
complicated and convoluted yet not too dissimilar to the histories of, most, black families in 
South Africa. There were many moments, in therapy, when Thuli reminded me of myself as a 
young therapist. I had to pay close attention to the pull in myself to ‘right the wrongs’ of my 
own past during Thuli’s process. 
Thuli is a 27-year-old black female who had recently (at the time of this conceptualisation) 
qualified as a clinical psychologist. Initially, she presented for therapy two years ago because 
it was “the right thing to do.” She informed that she was told that in order to be a good therapist, 
“you need to deal with your issues… so that’s why I’m here,” she said. Thuli was, and has 
been, a model patient throughout our time together (close to four years). The initial process in 
therapy consisted of her presenting dilemmas and challenges around her identity as a 
psychotherapist, where race and theoretical orientation was very important to her. She reported 
that she did not want to see a white therapist because she did not feel a white therapist could 
grasp the gravity of her identity struggles. She insisted that she wanted to see someone who had 
a brown skin. She made enquires at various forums for a non-white psychoanalytic 
psychotherapist for her to see. She was referred to me through a colleague and our first 
interaction was telephonically, prior to us meeting face-to-face.  
 
 
Our Therapeutic Process 
 
At our first meeting, Thuli explained to me that, for her, the profession of psychology is 
dominated by white therapists telling black people how to understand themselves. I sensed a 
feeling of inferiority and inadequacy coming through and I wondered if a part of her felt 
inadequate in some way, particularly in relation to her white peers and colleagues. She agreed 
to that and said that she studied at a predominantly white Afrikaans university, and had always 
felt as though she did not measure up. She was young, not from an affluent family and had to 
“hustle” to make ends meet because her family could not actually afford her studies but they 
“always made a plan.” She added that she wanted to find a non-white psychodynamic therapist 
so that she may have hope for herself that ‘we’ (meaning non-white) can also be good at 
conducting therapy. I was certainly feeling the pressure of having to perform for her and 
provide her with the experience that she was hoping for.  
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From the onset of the therapy, I felt pressure to not be like the white therapist but I could 
also not be the stereotypical black therapist who was trained because of university quota 
requirements for their mandatory transformation image. Race and culture were very important 
to Thuli and she had a concern that she was only selected to train because of her skin colour 
and her ability to speak an African language. She did not think that perhaps, she had the ability 
and potential to be a psychologist, which is why she was selected. While this was Thuli’s 
feeling, it was my ‘hook’ into an identification process with her; as my first few years in the 
field were marred by questions of competency and if I had only been selected to train to fill the 
non-white quota needed by the university. I was young (21 years old) when I started training, 
an above-average student, relied on bursaries to pay for my university fees. While studying 
full-time, I also worked full-time to support myself throughout my studies because my family 
could not afford to pay for my tertiary education. 
This identification process that happened between us fascinated me and I actively worked 
on this in supervision because I knew that there would be some form of countertransference 
enactment on my part, although I am neither classified as black or white in the South African 
population. I am classified as coloured, or of mixed ethnicity. Thuli seemed to pick up on my 
connection to her race and identity concerns because, throughout our therapy, the idea of race, 
class and competency were used to either connect or distance us from each other. Our skin 
colour separated us when she felt that I was not understanding, while our identity as 
psychodynamic psychotherapists brought us together and also served as a means to represent 
the unspoken power struggle within ourselves (individually) as well as between us within the 
therapeutic process.  
There were times, in the early phases of therapy, where the therapy was progressing well 
and she was making connections between her past and present experiences. Initially, I felt that 
this was amazing and that I am a great therapist but, as the sessions continued, I started to doubt 
the authenticity of our connection and therapeutic relationship. I questioned whether she had 
made these connections earlier with former therapists and was, in some way, ‘testing’ me to 
see if I would also make the interpretations and connections that her ‘white’ therapists had 
made? I positioned the white therapist as my opposition and competition to validate my 
competency; I took all of these countertransference feelings to supervision before confronting, 
and reflecting on, the process with Thuli. 
I, eventually, confronted Thuli with my ‘testing’ hypothesis and she agreed, saying that it 
was not a conscious testing. She acknowledged that she wanted to see if I was good and if I 
understood internal dynamics as I should. Her acknowledgement angered me because I felt 
betrayed by her, which resulted in me creating emotional distance between us. This felt like a 
natural process for me – as though it was something I would do with someone in my private 
life yet, also, felt like an imposed, expected reaction that felt foreign to me. These feelings gave 
me the impression that my enactment of emotional distance was based on a combination of our 
dynamics. 
My interaction with Thuli had become strained. I felt uncertain, uneasy and unable to trust 
her while, at the same time, I also felt under pressure to perform for her. I reflected to her that 
our interaction had become strained, the intervention seemed to upset her. She told me that she 
could not take responsibility for how I felt and that I needed to manage my own feelings. I 
wanted to confront her in a nasty, vindictive way about; her inability to trust; her feelings of 
inadequacy; and her need to perform for others to make sure that they would like her enough 
to stay and not abandon her. Instead, I bit my lip and explored these intense, negative reactions 
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in supervision before engaging in an unconscious battle for recognition. Supervision helped me 
to remember what she shared about her family which allowed me to take a step back and reflect 
on her, and her dynamics, before I reacted in a way that she potentially needed me to. If I had 
reacted negatively, I would have been exactly like her mother by perpetuating and confirming 
her feelings of not being good enough, or worthy of unconditional care and love. 
 
 
Thuli’s Relevant and Important History 
 
Thuli’s family history is confusing and the manner in which she conveyed her story to me, 
nearly two years ago, was very flippant. When I asked her about her history, she responded, by 
saying, “Oh, I’ve told this story so many times, I can’t remember who I’ve told what…” and 
“…I suppose I can tell you without having to explain too many things like have had to (do) 
before.”  
She started off by saying that, when she was younger, her biological parents had passed 
away. She did not know that they were her biological parents because she has always had a 
mother and father. Eventually, she found out that her parents are actually her grandparents, 
which she mentioned only once and, throughout therapy, she refers to them as her parents – 
and her biological uncles, as her brothers. She was raised as a sibling to her biological father as 
he could not acknowledge her as his daughter. His parents, however, acknowledged that she 
was part of the family and raised her as their own child.  
When Thuli was 11 years old, her mother (grandmother) told her that she was not her 
biological daughter. Thuli’s biological father had denied paternity but his family could tell that 
she was his child. This revelation shocked Thuli, which left her questioning her role and 
position in the family. Her youngest uncle, whom she refers to as “the brother just before me,” 
is five years older than her. This uncle is, in fact, her sibling as they were raised in this way. 
He has been her support system and has helped her through university as well as her ups and 
downs. Throughout her teen years, she was plagued by feelings of not being good enough, and 
felt as though she did not belong. Thuli spoke of not being able to understand why, when her 
biological mother’s family confronted her biological father, he denied being her father. The 
knowledge of her biological father denying her as his child fuelled her feelings of not belonging 
and not being wanted. Thuli, eventually confronted her brother (biological father), at the age of 
17 and still, he denied paternity. Eventually, towards the end of his life, he acknowledged that 
he was her father and, at that stage, she had started looking for her biological mother. At the 
age of 19, she found her and they managed to form some kind of a relationship until her 
untimely death two years later. A year thereafter, her biological father died too. She reported 
that she was left feeling a slight sadness at their passing but “they weren’t really my parents; 
my parents are still alive and I will have to take care of them at some stage.”  
Since her family history revelation, Thuli has tried to ensure that people do not leave her 
by proving herself as invaluable to them. She overcompensates in relationships, gives too much 
(often to her detriment) and then, becomes resentful when she does not get the same amount of 
investment in return. When this happens, she tends to cut ties or distance herself from the people 
she feels are taking advantage of her. 
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Our Therapeutic Rupture 
 
Thuli often spoke of how she felt that her family took advantage of her and how powerless 
she felt against their demands. One day, she recalled how her niece (who is her biological 
cousin) had asked her for a lift from the East Rand to central Johannesburg. This is a 70km trip 
for Thuli to make and is completely out of her way. She was very angry about the request, and 
how inconsiderate her niece was of her time and work schedule. I listened intently to her story 
and thought that it sounded unfair of her cousin to request this.  
When I reflected this to her, Thuli became enraged with me. Her anger filled the room and 
she started attacking me by saying, “You! You are just like everyone else in my life – you don’t 
listen to me. She is my niece, my niece, my niece! Not my cousin! How many times do I have 
to tell you this?” I was in shock and unsure of what I had said or done to receive such a reaction 
from her. I asked her what it was that I had said that upset her. Her response was, “Well, if you 
don’t know, then you weren’t paying attention and I’m not here to do your job for you.” We 
sat in what felt like an eternity of silence but was actually 10 seconds, when she said, “You 
called her my cousin. She is my niece – get it right!”  
At that moment, I felt attacked and misunderstood, which undoubtedly must have been 
what she was feeling. I was mortified by how badly I had messed up, and the pain and 
disappointment that I had inflicted on her in that moment. I tried to explain why I had made the 
mistake of saying ‘cousin’ instead of ‘niece’ but she would not listen to me. In fact, she did not 
want to hear my “excuses,” as she put it. She continued to rage at me for another 15 minutes, 
comparing me to everyone in her life and how I do not care about her.  
She took a deep breath and looked at the clock, then looked at me with rage in her eyes and 
said, “What do you have to say for yourself?” Dread filled every fibre of my being and I was 
too afraid to say anything because I was afraid that she would misinterpret what I was trying to 
say and take it as an attack. I reflected to her that I did not want to fuel the fire and that it felt 
as though anything I say would be taken as an attack. I asked her what this misunderstanding 
meant for us because she had a tendency to end relationships when she felt misunderstood. I 
was concerned about a premature termination. 
She said, “This was not a misunderstanding. You don’t listen.” I wondered if she felt as 
though her truth did not matter – that I filled the space with my own interpretation of her life. I 
had done exactly what she thought I would do when she first started therapy, that I would not 
understand where she was coming from and that I would be like the white therapists, imposing 
my truth on her.  
She agreed and said, “Well, that’s what’s happened, isn’t it?” Rather than try and defend 
myself because I felt that would be futile, I asked that both of us run through the session in our 
own minds before our next session because the session was about to end. I asked her to try to 
come to our next session, rather than cancel it and then not return. I asked her to fight the urge 
to write me off as someone who has disappointed her and try to allow us the opportunity to 
work through this experience. She said, “I can’t make any promises.” Just before she left, I tried 
to appeal to the part of her with whom I had a real relationship by saying, “Perhaps this 
misunderstanding was needed for our relationship because we have had an idyllic therapeutic 
relationship.” There was attunement, identification and possible collusion – an understanding 
relationship – that she has not had with anyone else. I added, “Perhaps our relationship was 
based on you not wanting to disappoint so that I do not reject you but, maybe now, you feel 
secure enough in our relationship to let me know when I have disappointed you and let you 
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down.” I asked her to trust our process and to know that this experience, as painful as it is, can 
be used in a way to either cultivate or terminate our relationship. I knew that she would miss 
our next session due to prior engagements that she had told me about three weeks prior. She 
walked out of the session and said, “We’ll see what happens.”  
I hoped, for the next couple of weeks, that I would get the chance to see her again. I knew 
I had let her down and hoped that we had enough of a relationship for her to want to return and 
work through this experience. 
 
 
Repairing a Therapeutic Rupture 
 
After having the experience of rupturing a seemingly good therapeutic relationship, I had 
to reflect on what had happened between us and what the rupture was about for me personally. 
Since it was a ‘slip up,’ an honest mistake, on my part, I had to acknowledge what it meant for 
her her so that she could feel heard. I also had to acknowledge what it meant for us in the 
therapy in order for us to figure out how I was going to repair the rupture that I had 
unintentionally caused, without being defensive and feeling unfairly treated or punished for 
such an honest ‘little’ mistake. I had to acknowledge that for her this was a major mistake and 
not something small as I had seen it.  
Literature reveals that there are some ways of repairing a rupture in therapy, where the 
therapist can take an active role in trying to repair the rupture. The acknowledgement of the 
rupture through metacommunication is a commonly cited means of resolving therapeutic 
ruptures. Yalom (2002) suggests that the rupture should be brought into the therapeutic space 
and that the therapist should invite communication about what is happening in the process, 
rather than focusing on content (Binder & Strupp, 1997; Muran et al., 2005).  
Some therapists suggest that the therapist own their part of the rupture and sagaciously use 
self-disclosure of their feelings while encouraging or eliciting feedback from the patient (Egan, 
2007). Since therapeutic relationships are co-constructed engagements, I suggest that the 
therapist should engage in reflexivity and own their part in the rupture rather than automatically 
assume that it is the patient’s transference and relational patterns that have caused the rupture. 
At the same time, the therapist needs to be mindful of not falling into the patient’s dynamics 
but should rather try to maintain the therapeutic alliance and work on the material that is being 
presented in the room (Richards, 2011). 
Sometimes returning to the basic phenomenology of the patient’s experience or empathy 
(Rogers, 1965) could be used as an intervention to allow the therapist to connect to the patient’s 
experience, leaving the patient feeling heard and understood. This could allow for the 
therapeutic alliance to be repaired through the development of a shared understanding of the 
therapeutic process or present problem.  
Having an awareness of the therapeutic process allows the therapist to pay particular 
attention to their reflexivity and to consider if there are biases at play that prevents them from 
being able to connect to the patient and the patient’s experience (Richards, 2011).  
When the therapist feels stuck or cannot disentangle themselves from the abstract process, 
perhaps there is a need to go back to basics and clarify boundaries or responsibilities in their 
own mind, as well as responsibilities and expectations of the patient, thus addressing any 
misconceptions (Omer, 2000). 
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After any therapeutic rupture, either party may not want to continue with the relationship 
and there has to be a discussion around that. Both patient and therapist should choose to be 
there and want to work through the difficulties, or terminate, the relationship if they wish to do 
so. However, there needs to be an authentic engagement between patient and therapist, where 
there is an honest interaction and not an I-thou (Buber, 1958) pattern of relating because this 
will enforce power dynamics and highlight inequalities that could hinder more than help.  
 
 
Thuli Continued … 
 
After reading up on therapeutic rupture and repairs, and discussing everything in 
supervision, I was hoping that Thuli would give us the opportunity to work through our 
difficulty but, at the same time, knowing that I would be devastated if she did not “give me a 
chance to make things right” – my own material, I know, which was raised in personal therapy. 
The following week (two weeks after the rupture), Thuli arrived for our session slightly 
late but ready to speak about our previous session. She said that she had driven home after the 
session and cried to the point where she had to pull over to the side of the road. She reported, 
“I cried so hard that I couldn’t stop it voluntarily.”  
Thuli informed me that she had thought about what I had said and how she felt that I had 
not misunderstood her but intentionally did not listen to her. She felt that I could have made 
more of an effort to remember her story, her truth and her narrative because “that’s what a good 
therapist does,” she added. Ouch! I reflected that she felt hurt and disappointed by my words 
and actions. She agreed. She had hoped that I would be different to her family, friends and 
colleagues. She thought I understood her and that we had a good relationship. I asked her what 
it feels like now for her. She said, “It’s going to take a lot of time to build trust again. You hurt 
me with your comment. Now tell me why you said ‘cousin’!” I said to her, “I can see that I 
have hurt and disappointed you and I am grateful for the opportunity you’ve given me, and us, 
by returning this week.” 
Impatiently, she said, “Yes, yes, now tell me your side of the story,” while rolling her eyes. 
It warmed my heart for her to have given me the chance to tell her my side of the story because 
I knew she does not normally forgive or give second chances. She cuts ties and ends 
relationships (outside of family) as soon as she is hurt as a means to protect herself. I said to 
her that saying ‘cousin’ was an honest mistake and it was not about me not remembering her 
story or respecting her truth and, I apologised for that. 
I explained to her that in that moment, I connected to something that happened in my life 
with my cousin, who had similar expectations of me that her niece had of her. I was engrossed 
in her story and connected to the feelings of being taken advantage of and resentment towards 
family. When I reflected to her what I was understanding, it was an honest slip of tongue, that 
revealed my thought process (which was about my cousin’s unfairness) yet also brought to the 
fore her feelings of being misunderstood and fighting for a legitimate position in the family. 
She responded by saying, “Oh okay, that sounds so simple and an easy mistake to make.” I ask 
if that was sarcasm or understanding and she laughed, saying, “No, I get where you are coming 
from.” I explored with her the moment of rage from our previous session and ask her to go back 
to that moment when she said, “You are just like everyone in my life who doesn’t listen to me.”  
That was significant and I wanted us to explore that further. Thuli went on to tell me that I 
was not the first person to get cousin and niece wrong. “Everyone, all my friends white and 
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black, gets it wrong. They also say cousin instead of niece and they are technically right. She 
is my cousin and when you see her, she is older than me so it is pretty odd that I say niece, but 
that is what she is to me. I think when you said cousin, to me it felt like I was being confronted 
with a reality I did not want to see, the reality of you and I and the reality of my family. It felt 
like I still don’t have a place in my family and that I have to learn what and where my place is. 
When you said that, it felt like you were saying I live in a fantasy world. It felt to me that you 
were saying that my reality is not real, that it’s a theoretical p-h-fantasy that I have created and 
I was trying to get through to you that it is reality.”  
“Now I see that you were looking at my patterns and making connections outside of just 
my immediate reality. You are fallible and I think there is a part of me that did not want to see 
you as getting things wrong. You have a lot of influence in my life and I wish you didn’t, but 
you do. I’m going to give this a shot and see what happens – ‘trust in the process’ and all that 
nonsense you spoke of,” she said, while rolling her eyes and smiling at me. I replied, “You 
don’t seem convinced that this will work itself out and that we will be okay?”  
“No, I’m not, you are going to do something to hurt me and I don’t think I’ll come back, if 
you do,” she responded. I said to her that it feels like she’s giving me an ultimatum that I have 
to behave or else… She laughed and said, “No, I’m just telling you how I feel.” 
We explored how, in her other relationships, when there was an argument or 
misunderstanding, she would end it and move on. She reported that, in those instances, she 
usually feels angry but does not feel as though she can express her unhappiness or anger, so 
she distances herself until there is no connection or reason to interact. I reflected to her that 
already, we have had a different experience – she was able to voice her anger and 
disappointment at me.  
She proceeded to tell me that she thinks our rupture or “crater,” as she calls it, helped her 
while she was away visiting friends. Thuli had an argument with her friend Tarryn, who 
coincidently looks like me and reminds her of me. Thuli and Tarryn had had an argument in 
the taxi on their way to a concert. “The argument got so heated and intense that the taxi driver 
had to intervene and said ‘beautiful ladies should not fight.’ At that point we both looked at 
him, and then each other, and finished our points. We then agreed to disagree and enjoyed the 
concert. The next day we spoke about it and we managed to resolve the issue. I guess I need to 
learn that not everyone’s process is the same and I shouldn’t expect that others will abandon 
me or discard me or not want me in their life.”  
I wondered what that meant for us? She smiled and said “I think I want everything to be 
perfect and I wanted my therapist to be that too, but you are not and I’ve learnt that it’s okay to 
not be perfect. I think you and I will be okay. I think I want to thank you for showing me that 
we can talk about things and also for not being too defensive and for owning that you made a 
mistake and that it was your stuff. I don’t think I have ever been told that or had someone say 
that to me – acknowledge what they’ve done to me. It also makes me think about my inability 
to admit when I am wrong.” She asked me what that experience was like for me and I said to 
her that the experience, for me, was difficult and completely unforeseen but also expected at 
some time. “I felt like I needed to be perfect and extremely knowledgeable but at the same time, 
I wanted an authentic therapeutic relationship with you. Where open communication and 
exploration could take place despite it being uncomfortable, much like hitting a pothole on a 
seemingly smooth road. The last two weeks have been us trying to make our way out of the 
pothole to continue on our journey.”  
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Thuli smiled and said, “I like that… to me, it feels like I’m standing on the road again, 
looking back at the crater and seeing how big it is and I know we made it out on the other side, 
still intact even though at the time it it hurt like hell. We’ll probably hit another one, you and I, 
but I have faith that we’ll manage it together. Now let’s deal with my pothole of this week…” 
We continued therapy for another two years, with her returning to our “crater” moment as 
reference of getting through difficulties in relation to others. Thuli told me that I taught her 
something about the rupture and repair processes in therapy. Having read about them, it was a 
good experience for her to experience and feel it as a patient and she hopes that she can navigate 
it in her own therapies with her own clients. 
 
 
REFLECTION AND CONCLUSION 
 
The process was hard on me as it was my mistake that led to the rage. I felt very responsible 
for ‘rocking her world’ and hurting her the way I did. In the moment, it was hard for me to say 
anything without being attacked by her but I could feel how she needed to vent and be angry at 
someone – and that someone was me. She felt comfortable enough to voice her frustration and, 
at the same time, show her ‘ugly’ and risk being rejected. For me, it was a turning point in our 
relationship. I do not feel comfortable when I am idealised in therapy and perhaps there was an 
unconscious desire from my side to fail her so that the pressure on me diminished. Whatever 
the reasons were, that moment of therapeutic failure seemed to facilitate a purging for her of 
all the pent up frustration, anger and resentment, and, it also allowed for some form of a shift 
in both of us and our relationship. The repair process was not as difficult as I thought it would 
have been. I think we could both acknowledge what the other needed and appreciate the 
authenticity of our therapeutic relationship. I think we both tried to repair the relationship but 
not restore it to its previous ‘idyllic’ process instead, build a relationship that is strong enough 
to survive any stormy misunderstandings, which allowed us to explore many more difficult 
processes in her life.  
It is possible to understand our rupture as a result of both patient and therapist induced 
dynamics. While I was caught up in my own process, I also tried to avoid the emotional 
contagion (Hatfield, Cacioppo & Rapson, 1993) and actively asked for distance between. Thuli 
did not feel understood by me which fuelled her rage at me. We were caught up in a struggle 
of wanting the other to acknowledge what they had done. She wanted me to acknowledge that 
I misunderstood and hurt her, while I wanted her to acknowledge that she was disproportionally 
angry at me and thus attacking. At this point in our therapeutic process, we were probably 
experiencing a U-shaped therapeutic pattern alliance (Stiles et al., 2004). We started off with a 
strong therapeutic alliance but the strength of connection dipped when we had our rupture 
which was influenced by transference-countertransference dynamics. Thuli experienced me as 
a figure from her past and clouded our real relationship. I felt imposed on and tried to distance 
myself as a means of protection but also to prevent a premature termination (Gelso & Carter, 
1994; Stiles et al., 2004; Zachrisson, 2009). To some extent I mimicked her process of 
protection through distance. 
In conclusion, while I can appreciate the complexities and intricacies of the therapeutic 
relationship, I wanted to express that it is possible to work through ruptures by wearing the 
attribution. I am not saying that all therapeutic processes are the same, and easy to navigate, 
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but I do find that patients can tell when there is a genuine connection and care from the therapist. 
Acknowledgement is of utmost importance along with therapists owning their shortcomings, 
wrong doings or personal gain from their patient’s process. Therapeutic process awareness and 
reflexivity on the part of the therapist is extremely important to prevent re-enactments of the 
patient’s transference drama or childhood processes, and also prevent the therapist from using 
the patient for righting their own wrongs, which I could have done with Thuli. 
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